I., MALE, aged 27, admitted to the Manchester Royal Infirmary (Throat and Ear Department) on December 28, 1914, complaining of discharge from left ear, violent headache, and vomitirng.
vomiting, dull, lethargic condition, gradually deepening into semiunconsciousness. Admitted to Royal Infirmary on December 28, 1914. Temperature 990 F., pulse 80, respirations 23. Left-sided facial paralysis, pupils unequal.
December 29: Complete post-aural operation and decompression over temporo-sphenoidal and cerebellar areas.
December 30: Evening temperature, 104°F. December 31: Mid-day temperature, 99.50 F.; evening temperature, 102°F. Retraction of head; severe headache. Kernig's sign present; patient delirious, very noisy; swore immoderately when touched. Lumbar puncture performed: fluid under pressure; very turbid. Report re cerebrospinal fluid: " The fluid contains pus; no tubercle bacilli or other organisms found. Culture yields no growth of organisms. The condition may therefore be tuberculous. (Signed), Loveday." Ice-bags applied to head. Urotropine, 20 gr., every four hours.
During the following ten days repeated lumbar punctures, fluid still turbid. January 11: Condition critical; saline enemata with brandy. Attention is specially drawn to the value of repeated lumbar puncture.
DISCUSSION. Mr. J. F. O'MALLEY: I would add a third query to the two propounded in the title-namely, as to the possibility of cerebrospinal meningitis. I have now had a case for several weeks, and the patient was under my care before the present attack, as three months ago I removed an aural polypus from him. He had a rash. The cerebrospinal fluid was examined the second day of the disease, and though pus was found there were no organisms after three days' incubation. This was so until the eighth day, when no organisms were found by direct examination by two bacteriologists, but there were two colonies of meningococci on culture. The early symptoms of Sir William's case and mine were almost identical, except that my patient did not vomit, but had headache all the time. The medical officer at the isolation ward was very expert, and felt confident about the diagnosis, though it was suggested by the bacteriologist that the rash might be septic. As the cerebrospinal fluid finding was so often negative it was thought it might be otitic meningitis. Lumbar puncture is performed on alternate days, and the patient is recovering.
Dr. H. J. BANKS DAVIS: I do not think a patient who appears to have been so ill could live with cerebrospinal meningitis from December 31 to March 16, and the history is against this diagnosis. As a rule, when extremely ill, the patients succumb to cerebrosp-inal meningitis within a week or ten days. Mr. SYDNEY SCOTT: Was there any evidence to show whether the infection was from the ear, and if so was it by the translabyrinthine path ? I recollect a child who died of meningococcal meningitis after pneumonia, from whose tympanic cavities two kinds of organisms (on each side)' were isolatednamely, intracellular cocci and capsulated extracellular. cocci, the first corresponding to the meningococcus which had been isolated from the spinal fluid during life, and the second resembling pneumococci.
Milligan: Malignant Disease of Middle Ear
The PRESIDENT: I presume the pus from the case was not injected into a guinea-pig, as that might have solved the problem as to whether it was a case of tuberculosis ?
Sir WILLIAM MILLIGAN (in reply): It never occurred to me that the case might be cerebrospinal meningitis; I regarded it as an ordinary septic case, and expected that an organism would be found. Only two bacteriological examinations were made, and no organisms were found. Still, I should be rather sceptical of its being cerebrospinal meningitis; there was no rash. The other day a case was sent in with symptoms of meningitis, and I diagnosed septic meningitis; but when the fluid was reported on by the bacteriologist, he said he had discovered a single meningococcus. I expressed my doubt as to that being sufficient to support a diagnosis of cerebrospinal meningitis, and it proved later to be an ordinary septic case. I do nt know what the path of infection in this case was: it was not the labyrinth; it was a pure middle-ear case. What ought we to consider septic meningitis ? Is the presence of this, established without demonstrating organisms ? I have been in the habit of rejecting the diagnosis unless organisms are found. With regard to injection of material into a guinea-pig, I still do that occasionally, but did not do so in this case. I do not think the decompression did him much good; what I regarded as most beneficial were the repeated lumbar punctures which kept the intracranial pressure down, thus preventing death from compression of his own vessels and respiratory paralysis. (February 18, 1916.) 
